Introduction
Castleman Disease (CD) is a rare, heterogeneous group of hyperimmune lymphoproliferative disorders described by Benjamin Castleman in 1956. [1] It is also known as giant lymph node hyperplasia or angiofollicular lymph node hyperplasia.
Unicentric Castleman Disease (UCCD) at one end of the spectrum is a localized disease, presenting with enlarged lymph nodes in a single station with little or no systemic symptoms. The disease may be detected incidentally on radiological imaging or detected while investigating for a symptomatic lymph node mass. Surgery is the primary treatment and has good long term prognosis [2] .
In contrast, Multicentric Castleman Disease (MCCD) [2] is a serious systemic condition. Patients often have constitutional symptoms like fever, weight loss or debility. It can progress and become lethal due to: exaggerated systemic inflammatory response and multi-organ dysfunction caused by "Cytokine storm"; [3] immunosuppression or malignant transformation. Human Herpes Simplex Virus 8 (HSSV-8) associated MCCD is a major subgroup occurring in immunocompromised individuals due to the viral trigger. Antiviral therapy [4] has a role in its treatment. Idiopathic MCCD (IMCCD) has no known biomarker [3] and is diagnosed after excluding infective, autoimmune and malignant conditions of lymphoid tissue [3] . IMCCD requires systemic therapy.
We are reporting two cases managed by general surgery department in a state level medical college; to showcase the two ends of the clinical spectrum of CD requiring different management protocols. The reported study is in line with Process criteria. [5] https://doi.org/10.1016/j.ijscr.2018. 10 
Case summary

Case:1
A 45 year old lady came with right lower abdominal pain radiating to right lower limb over 4 months. There were no other significant abdominal complaints. Patient did not have any contact with tuberculosis. Clinical examination was normal. Abdominopelvic ultrasonography showed 4 × 3 cm solid mass in right iliac fossa. Contrast enhanced CT of the abdomen (Fig. 1 ) showed homogeneous, vascular and well defined retroperitoneal solid mass overlying right iliacus muscle; suggestive of a benign neurogenic tumour. At laparotomy, a vascular tumour overlying the right femoral nerve was excised. Histopathology ( Fig. 2 ) showed atrophic germinal centre with vessel traversing through it: "lollypop appearance". The expanded mantle zone shows concentric rings of small lymphocytes: "onion skin appearance"-suggestive of hyaline vascular variant of Castleman disease.
All biochemical investigations and PET CT were normal. Patient is on follow up for 6 months and is doing well. 
Case-2
A 33 year old male came with rapidly growing left inguinal lymph node mass, low-grade fever, loss of weight and severe debility over 2 months. There was no contact with tuberculosis. Examination showed: 6 × 8 cm size painless, firm, left inguinal lymph node mass; small bilateral axillary and cervical lymphadenopathy. Liver and spleen were not palpable. There was pitting edema of left leg.
Investigations
Fine Needle Aspiration Cytology-was inconclusive; negative for tuberculous bacilli.
Histopathology of excision biopsy specimen ( Fig. 3 ) showed florid reactive follicular pattern with hyperplastic germinal centre, focal inter-follicular predominance of plasma cells and marked vascular proliferation suggestive of plasmacytic variant of Castleman disease.
Immunohistochemistry-CD-20, CD-10, BcL-2 confirmed the reactive follicular architecture. CD-3 & CD-13 B highlighted the predominance of T-lymphoid and plasma cells respectively in the interfollicular zones. CD-23 highlighted the follicular dendritic network within germinal centres. Opinion: Plasma cell variant of Castleman disease with no features of malignancy identified. 
FDG PET-CT (Non-contrast):
Metabolically active left internal iliac, external iliac ( Fig. 4 ), left inguinal, bilateral cervical, left axillary lymph nodes ( Fig. 5 ) were noted. Our patient fulfilled both major criteria; 3 laboratory criteria and 1 clinical criteria for IMCCD (Table 1) .
Laboratory investigations
Patient was started on oral corticosteroids. In view of worsening systemic symptoms, increase in lymph node size and lower limb edema patient was subsequently started on IV Rituximab.
Discussion
Castleman disease (CD) is a rare condition of lymphoreticular system described by Benjamin Castleman in 1956. Pathology features in CD are considered to be reactive to a state of increased cytokines including Interleukin-6 (IL-6) [6] . Proinflammatory state is common to both IMCCD and HSSV-8 associated MCCD, though the aetiology is different [6] . IMCCD could be due to autoantibodies or germline mutations involving immune system (autoimmune/ autoinflammatory hypothesis), malignancy (paraneoplastic hypothesis) or due to an unknown virus (viral hypothesis) [3] . HSSV-8 encodes a number of proteins including those involved in cytokine signaling. Viral encoded IL-6 shares 25% homology with human IL-6 and can trigger cytokine pathway leading to CD manifestations [4] .
Pathology and aetiopathogeneis of CD
The pathology in Case-1 was hyaline vascular variant of CD and in Case-2, it was plasmacytic variant.
Clinically CD is classified into: [3, 4] a Unicentric Castleman Disease (UCCD) b HHV8 associated Multicentric Castleman Disease (MCCD-H) c Idiopathic Multicentric Castleman Disease (IMCCD) UCCD: It accounts for 70% of cases of CD. Clinically it is a distinct entity producing an indolent localized disease with involvement of a single group of lymph nodes. Systemic manifestations are absent or minimal. The disease may be diagnosed incidentally on imaging or detected while investigating for pressure symptoms caused by the lymph node mass on adjacent structures.
In Case-1, our patient had presented with right iliac lymphadenopathy with pressure symptoms on the right femoral nerve. Investigations proved unicentricity of the disease.
MCCD: It is a serious systemic disease often presenting with involvement of multiple lymph node stations. Constitutional symptoms like fever, weight loss and debility often occur. It can progress and become lethal due to: exaggerated systemic inflammatory response and multi-organ dysfunction caused by "Cytokine storm" often involving IL-6 [3] . Additionally immunosuppression can occur due to cytopenias or polyclonal lymphoproliferation as also malignant transformation. Due to increased expression of cytokine pathways, patient may have "capillary leak syndrome" leading to anasarca, cardiac failure, renal failure, interstitial lung disease or liver failure. Thrombocytosis or thrombcytopenia, polyclonal gammopathy, increased inflammatory markers portend poor prognosis [7] .
Human Herpes Simplex Virus 8 (HHV8) associated MCCD is a very aggressive disease [8] occurring in immunocompromised individuals due to the viral trigger and constitutes 65% of MCCD.
Idiopathic MCCD (IMCCD) has no known biomarker [3] and is diagnosed after excluding infective, autoimmune and malignant conditions of lymphoid tissue [3] . TAFRO syndrome (Thrombocytopenia, anasarca, myelofibrosis, renal dysfunction and organomegaly) is a subset of IMCCD and is a highly aggressive phenotype [9] . Hyaline vascular variant is the common pathology. It has a worse outcome as compared to Non-TAFRO IMCCD due to capillary leak syndrome [9] .
The diagnosis of IMCCD is complex as it is evident from the work-up that was required for our Case-2. This patient fulfilled both the major criteria and 4 minor criteria for IMCCD (increased ESR, anemia, polyclonal gammopathy and constitutional symptoms).
Surgery is the primary recommended treatment for UCCD and has good long term prognosis with near normal survival [10] . Unresectable tumors can be treated with external beam radiotherapy or systemic treatment [11] . In Case-1, the patient is well 6 months after surgery.
MCCD is a more aggressive disease with 65% average 5-year survival [3] . There are no firm recommendations for MCCD at present due to the rarity and heterogeneous nature of the disease [4] . Many agents have been tried and recommended. In HSSV-8 associated MCCD, antiviral therapy is effective by decreasing the viral load and downregulating the cytokine pathway. 4 Highly active antiretroviral therapy (HAART) improves survival in HSSV-8 associated MCCD with HIV co-infection [4] . Immunosuppressants should be used with caution in the presence of active viral disease. In IMCCD corticosteroids have been used to palliate symptoms before starting aggressive systemic chemotherapy. Monoclonal antibodies targeting CD-20 on B-cells (Rituximab) have been tried as a single agent as well as in combination with chemotherapy [4] . Targeted therapy against IL-6 is very effective and well tolerated. Siltuximab is FDA approved, but is costly and not freely available and requires long-term administration [12, 13] .
Our Case-2 patient was started on corticosteroids initially and subsequently Rituximab was added on disease progression.
These two cases showcase the two ends of the clinical spectrum of CD requiring different management protocols. Awareness among surgeons and diligent work-up is imperative for early diagnosis and best outcome.
Conclusion
• CD is a rare heterogeneous group of hyperimmune lymphoproliferative disorders with a wide spectrum of clinical presentation requiring appropriate management strategies. • UCCD is primarily treated by surgical excision with good outcome. • MCCD is a systemic disease and requires systemic interventions.
• Primary treatment of HSSV-8 associated MCCD is aimed at decreasing the viral load. • IMCCD is a diagnosis of exclusion and requires systemic treatment. IL-6 blockade gives encouraging results.
